


INITIAL EVALUATION
RE: Leonard (Butch) Lewis

DOB: 04/10/1947

DOS: 03/21/2024

Harbor Chase MC

CC: Initial visit.

HPI: A 76-year-old gentleman seated in the dining room at a small table across from another male resident. He was quiet and when I approached him he did make eye contact. He did not speak. His affect was flat and I introduced myself and said I wanted to visit with him and he was agreeable. I told him that I wanted to learn little bit about him and see what we can do to make things comfortable for him as well as take care of him. He was verbal and began talking and then he started to have tearfulness and kind of choked on a few sobs gathered himself talked a little more and then started crying again. The facility staff who have spent time with him as he was admitted on 03/10/24 states that it is the most that he has talked and he is really not shown any affect other than just to stare straight ahead. They report that he is agreeable. He comes out to meals, feeds himself. He sleeps through the night and takes his medications. I made contact with his son after speaking with the patient who was able to give me additional information.

DIAGNOSES: DM-II, hyperlipidemia, hypertension, GERD, BPH, disordered sleep pattern, chronic back pain, peripheral neuropathy, diabetic gastroparesis and multiple myeloma.

MEDICATIONS: ASA 81 mg q.d., Lipitor 10 mg h.s., Plavix q.d., Cymbalta 30 mg q.d., Pepcid 20 mg h.s., Toprol 50 mg q.d., Protonix 40 mg q.d., Flomax q.d., trazodone 75 mg h.s, Lantus 40 units SC and NovoLog insulin 5 units q. a.c., and Reglan 10 mg q. a.c and h.s.
The patient received chemotherapy which was completed in 2022. He was deemed in remission. He has not had oncology followup since then. Son questions whether we need to establish him with an oncologist and I suggested we do lab work and then go from there.

After his most recent hospitalization in Bartlesville that led to hear MRI of the brain was reviewed with son and he was told that he had two strokes that were clearly noted on his MRI that were new as opposed to chronic.
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PAST SURGICAL HISTORY: Hip replacement surgery secondary to fall and shoulder surgery with reconstruction after he got kicked by a bull.

SOCIAL HISTORY: The patient is married. His wife continues to live in their home in Sedan Kansas. He was a nonsmoker and occasional drinker but not in many years. He served 16 years as a sheriff. He managed a grain elevator and served in the Army two years. The patient has son William Dale who is his POA and lives very close to the facility. Leading up to this placement the patient and his wife were in Sedan and he began to have noted decline. The patient states that in 2021 while he was visiting his parents at Thanksgiving he noted his father would come up to him and say things that were random and add a context to anything that was going on and after that happened a few times he asked his mother how long as this has been going on and she stated oh for a little while and that was it. Then in early 2022 his cognition took a big decline. His behavior became erratic and he was not directable by his wife who had become his caretaker and generally could get him to do what she asked him to so he was taken to the hospital in Bartlesville for altered mental status and after evaluation he was admitted to Geri psych. He remained there for over a month and then went to skilled care and was there over two months. He had PT and was able to walk a bit at that time then he went home and remained at home. The patient’s wife states was very hovering over her husband and did not want other people becoming involved but on 03/02/24 she contacted her son and said she just cannot take this anymore so he was from home there taken to the Bartlesville Hospital admitted and the family then found this facility and here he is. Staff reports that they see him as acclimating. And of note when I had asked about being married the patient stated no that his wife had passed and I asked how long ago and he said 16 years so that was not true.

REVIEW OF SYSTEMS:
Constitutional: The patient states he has always been a big man but could not give me a weight.

HEENT: He is bald. He states he sometimes wears reading glasses. He has his own teeth. He hears good without hearing aids.

Cardiovascular: He states he does not think he has chest pain and wants to know if they would be checking his blood pressure and I told him we would have that ordered. He denied any shortness of breath except when he moves too much and no cough.
Abdomen: He pointed to how distended and bloated it is and how uncomfortable it is and he stated that started in the hospital.
Musculoskeletal: The patient is non-weightbearing. He is a two at minimum transfer assist. He has had no recent falls.

GU/GI: The patient is incontinent of both bowel and bladder.
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PHYSICAL EXAMINATION:
GENERAL: Obese male pleasant and cooperative, but very limited in information he could give.

VITAL SIGNS: Blood pressure 175/96, pulse 96, temperature 97.5, respirations 18, and weight 208.6 pounds. Recheck blood pressure was 160/88.

HEENT: Male pattern baldness. Did not have reading glasses on. Sclerae clear. Nares patent. Moist oral mucosa. Native dentition in fair repair.

NECK: Supple. He had a thick neck. He had a carotid bruit on the right, clear on the left. No LAD.

CARDIOVASCULAR: The patient has a regular rate and rhythm without murmur, rub or gallop. PMI nondisplaced.

RESPIRATORY: Normal effort and rate. Lung sounds were clear. He had no cough. Symmetric excursion.

ABDOMEN: Protuberant, firm and nontender. Bowel sounds active.

SKIN: He had fair turgor. No breakdown. Few scattered bruises that were old and in healing phase.

MUSCULOSKELETAL: The patient moves his hands. I did not observe weightbearing. He is in a manual wheelchair that he could propel with his feet, but he did so slowly and not much distance. He requires minimum two people to stand as he is very dependent on that. Nonambulatory.

NEUROLOGIC: CN II through XII grossly intact. He is oriented to person and he thought he was in Oklahoma and that is as much as he could give His speech is clear. He is cooperative. Makes eye contact when he talks. At some point he acknowledges that he cannot give much information.

ASSESSMENT & PLAN:
1. Vascular dementia moderate based on long history of diabetes, hypertension, hyperlipidemia and two strokes noted on recent MRI that were acute as opposed to chronic.

2. DM II. A1c ordered and we will do sliding scale and then NovoLog as indicated. The goal is not to continue this but to establish what his baseline Lantus should be.

3. Hypertension. BP and heart rate to be checked b.i.d. for the next couple of weeks and then adjust medication as needed and hopefully be able to decrease frequency.

4. Disordered sleep pattern. He came in on trazodone and for whatever reason the trazodone was by me changed to p.r.n on 03/20/24 and I think there was some reason for that but hopefully we can get him to start sleeping in his room as opposed in the day room recliner.

5. Diabetic gastroparesis. I am increasing Reglan to 15 mg q.i.d. a.c and h.s.

6. Code status. I spoke with son. The patient wanted to be DNR but a form was not completely filled out so after speaking with the son DNR form is completed and placed in chart.
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7. Bilateral lower extremity edema. Torsemide 40 mg q.d. and I have asked son to look into finding support hose that staff would place in the morning and take off at h.s.
8. The patient when congested for most of his life has taken Vicks VapoRub placed a small amount in each nostril and he states that it has worked for him so I have written order that he can do that here.

9. Social. I spoke with son answered questions. He was given my office number for him to contact if he has issues that he wants addressed. 

CPT 99345 and direct POA contact 20 minutes. Advance care planning 83.17.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

